Pyogenic non-tuberculous vertebral osteomyelitis presented with pleuritic chest pain and basal shadowing on the chest radiograph. ness and straight leg raising was normal.
Pyogenic non-tuberculous vertebral osteomyelitis may present with non-specific symptoms, which make diagnosis difficult. We describe a patient whose initial symptom was pleuritic chest wall pain associated with bilateral basal shadowing on the chest radiograph.
Case report A 64 year old man presented with bilateral infrascapular pleuritic chest pain and breathlessness. He had had occasional night sweats but no other symptoms and previously he had been active and well. He had never smoked. On examination he was febrile (37-6'C) and tachypnoeic with signs suggesting bilateral pleural effusions. There was no spine tenderComputed tomogram of the thorax showing destruction of the T7 vertebra and associated pleural changes. ness and straight leg raising was normal.
A chest radiograph showed bilateral basal pleural shadowing but the thoracic and lumbar spines were normal. Pleural aspiration was attempted but no fluid was obtained. He had microcytic anaemia (haemoglobin (9 g/dl), an erythrocyte sedimentation rate of 117 mm in one hour, and a white cell count of 9 x 109/1. Blood cultures were sterile. A ventilationperfusion scan showed matched defects.
With a presumptive diagnosis of pneumonia he was treated with intravenous benzylpenicillin and erythromycin and the radiographic appearances improved. After discharge he developed increasingly severe pain and required opiate analgesics. He became short of breath at rest and complained of frequent drenching night sweats. Chest radiographs then showed recurrent bilateral basal shadowing and the lateral film showed destruction and collapse of the body of the 7th thoracic vertebra with narrowing of the T7-8 disk space and sclerotic changes in the upper margin of T8. Computed tomography of the thorax showed degeneration of the trabecular pattern and loss of the cortical margin of the T7 vertebral body and bilateral pleural thickening. There was some basal atelectasis but the lungs were otherwise normal. Pleural aspiration under ultrasound control produced only 5 ml of a bloodstained exudate, which contained numerous neutrophils and which grew no organisms. The pleura was thickened and a biopsy specimen consisted of fibrinous material and haemorrhagic granulation tissue. Osteomyelitis was suspected and costotransversectomy and vertebral bone biopsy were performed. Gelatinous material was removed. The histological appearances were those of acute osteomyelitis with no evidence of neoplasia. Staphylococcus aureus was cultured from the bone biopsy specimen. Culture for mycobacteria was negative. Blood cultures produced no growth.
The patient was treated with a prolonged course of flucloxacillin and fucidic acid and his pain resolved after six weeks.
Discussion
Non-tuberculous vertebral osteomyelitis may be a subacute disorder with an insidious onset.' Two thirds of cases are not preceded by identifiable sepsis elsewhere2 and blood cultures are frequently negative.3 Radiographs of the spine may be normal at the time of presentation4 and it may take up to eight weeks before radiological changes become apparent.5 The erythrocyte sedimentation rate is usually raised, often substantially, but the white cell count may remain within normal limits.6 There is often a delay in the diagnosis of vertebral osteomyelitis, partly because it is a disease of very low incidence in Britain7 and partly because the cardinal symptom, back pain, is common in the normal population.
This patient had no history of central back pain and the original symptoms and signs suggested a respiratory disorder. We suggest that the early symmetrical chest pains were caused by nerve root compression and that bilateral empyema developed as a consequence of direct spread from the infected vertebrae.
A literature search showed one previous report of pleural effusion associated with osteomyelitis.4 In that case the effusion was small and not associated with respiratory symptoms. This is the first reported case of prominent pleural pathological features associated with shortness of breath occurring as the presenting feature of pyogenic vertebral osteomyelitis.
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